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Introduction
Lymphangiomas are rare benign tumors which oc-
cur mainly in paediatric patients; approximately 80-90%,
in fact, are diagnosed within the first few years of life
and adult cases are rare (1). They are usually found in
the head, neck, and axillary region. Isolated occurren-
ce in the mesentery of the small intestine is exceptio-
nall, comprising less than 1% of all lymphangiomas (2).
Often preoperative studies, such as abdominal ultraso-
nography and magnetic resonance imaging, are not able
to accurately determine the nature of the tumor. 
We report a case of an adult patient with a large
lymphangioma of the small bowel mesentery that was
discovered incidentally. The diagnosis was possible only
at pathology examination.
Case report
D. F., a 20 years old male, was referred to our service for abdo-
minal mass diagnosed during a routine abdomen ultrasound scan
performed after a minor abdominal trauma. At physical examina-
tion the abdomen was soft, not tender; a 10 cm mass, whit not well
defined margins, was palpable in the hypogastric area. Laboratory
test were all within the range of normality. 
Ultrasound scan examination showed 9 cm anaechogenic mass,
with internal septa and a thick wall behind the bladder. The patient
underwent CT scan that showed a large hypodense pelvic cystic le-
sion with trasverse diameter of 9 cm and longitudinal diameter of
13 cm, between the bladder and the rectum and above the seminal
vesicles. The lesion had a liquid density and the cranial part have
digitations in contact with some small bowel loops. Inside these di-
gitations there were some septa with enhancement by contrast me-
dium. Pelvic MRI scan confirmed the finding of CT scan and a fir-
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st radiological diagnostic hypothesis of sigmoid colon duplication
was made (Figs. 1 and 2). 
Considering the extent of the mass and the impossibility to ha-
ve a precise diagnosis the patient underwent surgical operation.
Explorative laparoscopy showed a 8 cm cystic mass of the small
bowel with dislocated ileo-cecal valve in the Douglas pouch. After
laparoscopic mobilization, the mass was exteriorised by a right iliac
mini-laparotomy. The segment of small bowel with the mass was re-
sected and a side-to-side manual anastomosis was performed. Hy-
stological examination of the specimen showed a cystic lymphan-
gioma of the mesentery. 
The post-operative course was uneventful and the patient was
discharged on sixth postoperative day. 
Discussion
Lymphangiomas are probably due to a congenital ab-
normality of the lymphatic system, causing sequestra-
tions of lymphatic tissue during embryologic develop-
ment (2). This theory would explain why lymphangio-
mas occur primarily in children. However, it is sugge-
sted that abdominal trauma, lymphatic obstruction, in-
flammatory process, surgery, or radiation therapy may
lead to the secondary formation of such a tumor (3). The
most common sites for lymphangiomas are the neck and
axilla, while abdominal localization is rare, accounting
for only about 9% of all cases. Among these, the most
frequent site of occurrence is the mesentery of the small
intestine (70.5%), followed by the mesocolon (26.2%)
(5).
Lymphangiomas are classified by most authors as sim-
ple, cavernous, or cystic. The simple type is composed
of small thin-walled lymphatic vessels. The cavernous
type is composed of dilated lymphatic vessels and
lymphoid stroma, and has a connection with spaces of
various normal adjacent lymphatics (6). Lastly the cy-
stic type, first described in 1828 by Radenbacker, con-
sists of lymphatic spaces of various sizes that contains
fascicles of smooth muscle and collagen bundles, but has
no connection with adjacent normal lymphatics (7).
However, according to Gester et al., cystic lymphangio-
ma is not always clearly differentiated from cavernous
type because the cystic type may also contain cavernous
areas (8). Tsudaka et al. in a review stated that only ca-
vernous and cystic lympahngiomas have been found in-
tra-abdominally while the simple type is usually situa-
ted under the skin (5).
Mesenteric lymphangiomas are usually asymptoma-
tic until they enlarge (9). The clinical picture of mesen-
teric lymphangiomas is not characteristic. Some patients
may present with abdominal pain that is not localized,
a palpable mass, and abdominal distension. However,
other patients may have acute clinical symptoms. Infact,
although benign in nature, mesenteric lymphangiomas
may cause significant morbidity or mortality due to their
large size and critical location, when they compress the
adjacent structures. In addition secondary infection, in-
testinal obstruction or volvulus, rupture with haemorrha-
ge have all been reported as complications (10-13). 
The preoperative diagnosis is now made easier by the
widespread use of imaging diagnostic modalities such
as US, CT, and MRI. The ultrasonographic presenta-
tion of a mesenteric lymphangioma is described as a cy-
stic lesion with multiple thin septa. On CT imaging, me-
senteric lymphangiomas appear as a uni- or multilocu-
lar mass with enhancement of the wall and septum by
contrast medium (14). These studies help to determi-
ne if the tumor is cystic as well as its size and location.
Several authors have reported that fine needle aspiration
of a milky fluid containing cells is useful for confirming
a preoperative diagnosis of lymphangioma (15). Howe-
ver, a correct preoperative diagnosis, especially in chil-
dren, is frequently difficult because many mesenteric
lymphangiomas present as an acute abdomen, necessi-
tating emergency exploration (16).
Mesenteric lymphangiomas may be invasive and grow
to an huge size. The optimal treatment is radical exci-
sion, even when asymptomatic, since incomplete resec-
tion may lead to recurrence (17). Lymphangiomas may
Fig. 1 - MRI scan showing the cystic mass between the rectum and the blad-
der.
Fig. 2 - MRI scan showing the mass in contact with small bowel loops.
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cause complications such as infiltration of the intesti-
ne, or involvement of the main branch of mesenteric ar-
teries or adjacent organs that necessitate segmental re-
section of the intestine. Sometimes radical resection mi-
ght be technically impossible (18). In these cases, injec-
tions of bleomycin or OK-432 into the tumor have been
reported to be effective (19, 20).
Conclusions
Our case describe an accidental finding of an
asymptomatic mesenteric cystic lymphangioma mi-
micking a colonic duplication. It is reasonable to think
that this mass if left in place would have become symp-
tomatic. 
The laparoscopic approach helped to clarify the en-
tity of the problem and minimize the operative trauma.
In fact explorative laparoscopy helped to realize that the
cystic mass belonged to the small bowel mesentery, and
that the mass was excisable by means of a mini right la-
parotomy after its complete mobilization from the pel-
vic pouch. 
Mesenteric lymphangiomas are very rare, but they
can cause complications that may requires an emergent
surgery. Therefore, they should be always treated with
surgical excision and should be included in the differen-
tial diagnosis of acute abdomen.
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